We investigated the association between cognitive impairment and chronic obstructive pulmonary disease (COPD), taking into account demographic and clinical variables evaluated during routine practice.
Introduction
Chronic obstructive pulmonary disease (COPD) is characterized by progressive and partially reversible airflow limitation, and it is among the leading causes of mortality worldwide. 1 COPD is a multicomponent disease, and patients present a range of comorbidities that have an impact on prognosis and may increase the risk of mortality.
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roncero et al Therefore, cognitive function as well as emotional function are important aspects of the overall clinical care of patients with COPD.
It has been suggested that a multidimensional assessment and personalized disease management approach could be an optimal strategy for addressing comorbidities, selfmanagement education, and risk factor modification in COPD patients. 7 The early identification of cognitive dysfunction is critical if outcomes are to be improved in this population, and an understanding of the characteristics associated with a higher risk of cognitive impairment may assist health care professionals to address this challenge.
The primary aim of this study was to examine the crosssectional prevalence of cognitive impairment in an unselected population of COPD patients; the secondary objective was to determine the relationships between cognitive impairment and major demographic and clinical variables, such as lung function, depression, and quality of life.
Materials and methods study design and sample
The present study is a post hoc analysis of a cross-sectional, observational study conducted in respiratory medicine departments and primary care centers in Spain. 11 This study was aimed at examining the prevalence of depressive symptoms and moderate-to-severe depression in COPD and included ambulatory patients who were 40 years of age or older, with stable COPD (confirmed by postbronchodilator forced expiratory volume in 1 second/forced vital capacity ,70% and absence of exacerbations in the previous 3 months). All patients that completed the mini-mental state examination (MMSE) were included in this post hoc analysis. The study was approved by the Institutional Ethics Committee of the Hospital Clinic (Barcelona, Spain) and was conducted in accordance with the principles of the Declaration of Helsinki. Prior to participation, all patients signed written documentation that the informed consent process was completed.
study assessments
Investigators recorded patients' sociodemographic data and clinical information on COPD severity using the Modified Medical Research Council Dyspnea scale 12 and the Body mass index, airflow Obstruction, Dyspnea and Exacerbations (BODEx) index, 13 comorbidity according to the Charlson index, 14 exacerbations in the previous year, and treatment. Cognitive status was assessed by the MMSE, 15, 16 widely used to screen for cognitive impairment. This instrument explores spatial and temporal orientation, registration, attention, and calculation, recall, language, and visual construction in 12 items and 30 questions. A correct answer to one question was given 1 score point (total from 0 to 30). A score of less than 27 indicated cognitive impairment. 17 Depressive symptoms were measured using the short Beck Depression Inventory questionnaire. 18, 19 This tool is a 13-item self-administered inventory that assesses affective, cognitive, motivational, and vegetative symptoms of depression. Items use a 4-point scale that ranges from 0 to 3 and a total score is calculated by adding up the item responses. An additional question was included about suicidal ideation and suicidal attempts.
Health-related quality of life was assessed by the generic EuroQoL-5 dimensions (EQ-5D) questionnaire and the specific COPD Assessment Test (CAT). The EQ-5D consists of a 5-item descriptive system (including mobility, self-care, usual activities, pain/discomfort, and anxiety/depression), with each item rated as no problems, some problems, or severe problems, and an overall health state score for the day of the assessment, measured on a visual analog scale (0-100; 100 represents best overall health). 20 The CAT is a short, specific quality of life questionnaire for measuring the impact of COPD on the patient's well-being and daily life. It consists of eight items, each presented as a 6-point semantic differential scale, providing a score out of 40, indicating the impact of the disease. 21 We used the validated Spanish version of CAT. 22 Physical activity was measured by asking patients how many minutes, on average, they walked every weekday, as previously described. 23, 24 Depending on their daily walking activity, patients were classified into three groups: patients who walked ,30 minutes, patients who walked between 30 and 60 minutes, and patients who walked $60 minutes.
statistical analysis
Continuous variables were expressed as the mean and the standard deviation. Categorical values were described as absolute and relative frequencies. Fisher's exact test was used for comparisons of qualitative variables, with the Bonferroni correction for all pairwise comparisons. Student's t-test was used to determine the relationship between qualitative variables by group. Odds ratio (OR) univariates were calculated by logistic regression to evaluate the different risks contemplated in the study, including all demographic, clinical, and questionnaires variables. Only significant associations are shown in the Tables 2 and 3 . After stepwise analysis, the various adjusted ORs were calculated using multivariate logistic regression. The first model was developed with cognitive status as a dependent variable and all variables that showed a significant association with cognition in univariate 
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Cognition in chronic obstructive pulmonary disease analysis as independent variables (model 1). A second model (model 2) excluded any variables derived from the use of the questionnaires from the independent variables. The objective of model 2 was to identify the factors associated with cognitive impairment that could be identified in routine clinical practice without the administration of questionnaires.
All statistical tests were considered significant when P was ,0.05. Statistical analyses were performed using SAS version 9.1.3 Service Pack 3 software (SAS Institute Inc., Cary, NC, USA).
Results
sample characteristics and cognitive status
Of 1,273 screened patients, 333 had not had the MMSE evaluation and were excluded from the analysis. Both populations (excluded and included ones) were compared and their characteristics are described in Table 1 . Included patients were predominantly male, with an age ranging from 40 to 90 years. A total of 370 patients (39.4%) scored below the threshold of 27 for suspicion of mild cognitive impairment Figure 1 ). Patients with MMSE scores ,27 were older, had a lower level of formal education, had heavier smoking exposure, presented more respiratory symptoms, had more frequently domiciliary oxygen, suffered a higher number of and more severe exacerbations during the previous year, and had a greater comorbidity burden. In addition, higher levels of depression, more suicidal ideation, poorer quality of life, and less physical activity were more frequent in cognitively impaired patients.
Factors associated with the presence of cognitive impairment
In the univariate analysis, cognitive impairment was associated with higher age, lower educational level, worse lung function and more severe COPD, more frequent respiratory symptoms and exacerbations, and oxygen therapy requirement. Higher comorbidity burden, more depressive symptoms, and more impaired health status (EQ-5D and CAT) were also associated with cognitive impairment. Higher levels of physical activity were associated with better cognitive function ( Table 2) .
In the multivariate analysis, only educational level and the EQ-5D social tariff were independently and significantly associated with cognitive impairment (Table 2) . When the analysis was limited to the usual demographic and clinical variables, and the questionnaires were excluded from the model, the significant factors in the multivariate analysis were educational level, history of exacerbations, 
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Discussion
COPD is a multicomponent inflammatory disease that affects physical and nonphysical functions, one of which is cognition. In our study, we found some degree of cognitive impairment in almost 40% of unselected COPD patients, as determined by a MMSE score ,27. Previous estimates of cognitive dysfunction in COPD patients ranged from 12% to 88%, depending on the study population and the tools used for neuropsychological assessment. 5, 9 A recent study in a very similar population (including not only elderly patients, but also young patients) to ours 17 found MCI in 36% of COPD patients after comprehensive neuropsychological testing. The authors reported that a MMSE score of 27 provided optimal maximum accuracy and a diagnostic cutoff (,27 indicated impairment), with 97% specificity and 73% of patients correctly classified. However, they also found that the Montreal Cognitive Assessment performed better as a screening test for detecting MCI in patients with COPD. So, this threshold for mild impairment is not necessarily indicative of a clinically significant cognitive decline associated with functional impairment, but could serve as an early identification of an affected cognitive function.
Cognitive symptoms are core symptoms in many mental disorders; 25 they impact on cognitive functioning, which deteriorates as patients get older, particularly after the age of 60. 26 COPD patients score lower on standard cognitive performance tests over time, compared with individuals of the same age without the disease. 27 One hypothesis for this accelerated decline in COPD patients is altered brain perfusion. 28 Changes in brain perfusion due to hypoxemia in subjects with severe COPD may increase cognitive impairment. 29 In our population, more cognitively affected patients were receiving domiciliary oxygen that could be a correlate of higher disease severity and sustained periods of hypoxemia. In contrast, a recent study indicated that longterm home oxygen therapy allowed to preserve cognitive functions from the COPD-induced deterioration, 30 so the role of supplemental oxygen in preventing COPD-induced cognitive deterioration is still controversial. Indeed, other factors, such as hypercapnia or oxidative stress, may also be involved. 31 Other authors have suggested that intermittent and continuous hypoxia resulting from poor lung function may lead to transient deficits in neurotransmitter metabolism in the central nervous system. [32] [33] [34] Several mechanisms, then, appear to be involved in cognitive decline in this population. Prospective neuroimaging studies are required to characterize brain changes and corresponding disturbances in cognitive function in these patients over time.
Cognitive impairment represents a critical health care burden in terms of costs. 35 Individuals with MCI have a higher risk of developing dementia than the general population. 36 Moreover, cognitive dysfunction in COPD has been associated with poorer outcomes and even with an increase in disability and mortality. 8, 37, 38 Thus, it is essential that this condition is identified early in COPD patients, in order to prevent or delay progression to clinical dementia or increased morbidity. If the factors affecting cognition are recognized, cognitive impairment may be detected earlier and COPD patients at higher risk may be identified. In our study, the multivariate analysis showed that educational level and quality of life assessed by EQ-5D were significantly and independently associated with the presence of cognitive impairment. However, the use of health-related quality of life or other questionnaires is not a routine practice in most primary care offices, so we ran a multivariate model, discarding the scores of these questionnaires and including only demographic and clinical variables. In this model, cognitive impairment was associated with exacerbations in the previous year, the severity of COPD measured by the BODEx index, and a higher comorbidity burden. Exacerbations in COPD are of great importance. They have been associated with increased health care costs, 39 a significant decline in health status, 40 and substantial mortality. 41 Our results suggest that frequent exacerbations also have negative consequences on cognitive function. This is in line with a previous study that investigated the cognitive function of COPD patients who were hospitalized following an acute exacerbation. These patients had significantly poorer cognitive function compared with control participants 3 months after discharge from the hospital. 10 Other studies have shown that cognitive impairment during the exacerbation period resolves during periods of stability. [42] [43] [44] More exacerbations and increased COPD severity could reflect the poorer compliance with medication associated with cognitive impairment. 6, 7 The systemic inflammation seen in severe COPD and during acute exacerbations 45 may participate in neurocognitive impairment via a direct neurotoxic effect or by affecting cerebral atherosclerosis. 9 A high comorbidity burden may also contribute to persistent brain injury: multiple concomitant diseases, such as cerebrovascular disease and related mechanisms, including endothelial dysfunction and oxidation, may lead to neuronal death, synaptic dysfunction, and cognitive impairment. 46 All these data confirm that the cognitive impairment that occurs in COPD patients is associated with disease severity. Neuropsychiatric assessment should become a routine part of the diagnostic procedure for these patients, to help physicians grade the overall impact of COPD and determine the most effective treatment and strategies.
The cross-sectional design of our study limits any type of causal inferences, and the directionality between COPD and cognition remains unclear. Despite the frequent use of the MMSE in clinical research and practice, this tool for cognitive impairment detection could have missed key domains of cognition often affected in COPD (ie, executive functioning). An additional limitation of our study is the lack of data on our patients' medical treatment. As treatment may have great impact on the symptom burden and mental health of the patients, such information should be collected in future studies. In particular, prospective studies are urgently needed to determine the most effective behavioral and medical interventions for reducing the risk of poor neurocognitive outcomes in patients with COPD.
Conclusion
Cognitive impairment is common in COPD and has important clinical implications. Early detection of cognitive decline is crucial, in view of its association with poorer COPD outcomes, including increased mortality, and patients with frequent exacerbations and or when the BODEx index appears concerning the clinician may want to ask the patient and/or caregivers about cognitive function. These patients may need more individualized educational and care interventions to help them manage their daily lives. Clinicians must involve family caregivers in the care plan of patients with severe COPD and cognitive deficits.
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